Aims and objectives: To examine clinical handover practices in acute care services in Ireland. Objectives were to examine clinical handover practices between and within teams and between shifts, to identify resources and supports to enhance handover effectiveness and to identify barriers and facilitators of effective handover.
| INTRODUCTION
Acute care settings require effective communication to support the provision of safe patient care (World Health Organisation, 2009) , and this is especially important during clinical handover (Kuester et al., 2014) . Clinical handover involves the transfer of information about and responsibility for the care of one or more patients (British Medical Association, 2004) . It is a routine activity that takes place at change in duty shift and in other clinical contexts, such as interdepartmental patient transfers or when care is escalated to a higher level. Clinical handover is associated with risk in terms of patient safety and continuity of care (Arora, Johnson, Lovinger, Humphreys, & Meltzer, 2005; Manser, 2011; Manser & Foster, 2011) .
| BACKGROUND
Poor clinical handover practice is associated with potential or actual adverse patient events that can result in significant harm to patients, including delayed or missed diagnosis (Kachalia, Gandhi, & Puopolo, 2007) , medication errors (Harjola, Huttunen, Mattila, Sandstrom, & Tolonen, 2013) , and inadequate treatment (Merten, van Galen, & Wagner, 2017) . Poor handover is also associated with uncertain decision-making concerning patient care (Arora et al., 2005) , and the absence of key details in handover content (Venkatesh, Curley, Chang, & Yiu, 2015) . Adverse patient events due to poor handover practice can occur at duty shift handover (Pezzolesi et al., 2010) and during interdepartmental transfers (Rabol et al., 2011) .
Factors known to reduce the effectiveness of clinical handover include interruptions from staff external to the handover event, telephone calls, extraneous talking and noise (Anderson et al., 2010) , staff hesitancy in complying with standardised communication processes (Wright, 2013) and the "human factor" in interprofessional communication (Kowitlawakul et al., 2015) . Numerous intervention studies support the use of mnemonic tools to enhance handover quality and information transfer (Department of Health, 2015) , including the ISBAR tool, which has been demonstrated to result in improved content as well as supporting higher-quality communication (Mannix, Parry, & Roderick, 2017; Thompson et al., 2011) . In addition, the use of ISBAR during bedside handover can result in improved patient involvement in care (Marmor & Li, 2017) .
Adverse events associated with clinical handover and the growing evidence base regarding the effectiveness of handover improvement programmes have led professional and statutory bodies associated with healthcare quality and safety to issue evidencebased recommendations and/or clinical guidelines on best practice in clinical handover. These include the recommendation that handover should occur within adequate protected time (Department of Health, 2015) , in an environment conducive to effective communication, including access to additional clinically relevant information such as laboratory reports (Department of Health, 2012) , and free from interruptions and distractions (Marmor & Li, 2017 
| METHODS

| Study aims
The aim of the study was to examine clinical handover practices in acute care services in Ireland. Objectives were to examine clinical handover practices between and within teams and between shifts, to identify resources and supports to enhance handover effectiveness and to identify barriers and facilitators of effective handover.
| Study design
The study design was qualitative-descriptive using inductive analysis.
What does this paper contribute to the wider global clinical community?
• The present study described clinical handover practices through practitioners' own accounts and the results formed part of the evidence base for the development of new national clinical guidelines on clinical handover for acute care services in Ireland.
• On the evidence of an overall lack of handover policy on clinical handover and limited use of standardised handover tools among acute care staff, the present study points to the importance of institutional-level handover policies, including staff training policy, in ensuring that clinical handover is a deliberate and explicit clinical activity among nurses and other health professionals globally.
Further, when conducting intradepartmental and interdepartmental clinical handover, nurses and other health professionals should use a standardised handover tool, such as ISBAR, to reduce the risk of avoidable errors and adverse patient events related to ineffective communication.
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| Setting and participants
Because the study was commissioned to be conducted on a national basis, we recruited a large purposive sample drawn from medical, nursing and healthcare professional grades to participate in individual interviews and focus group discussions. We recruited our sample from 12 of the total of 44 urban and regional acute hospitals in Ireland, including one paediatric hospital and one paediatric units. A total of 116 healthcare professionals participated in 41 data collection events, which included 28 individual interviews with physicians, surgeons, nurses and other healthcare professionals and 13 focus group discussions with several nursing grades ( 
| Data collection
Individual interviews and focus group discussions were carried out in a private meeting room at the participants' place of work from June-August 2015. The research team comprised of doctorally prepared university faculty led by a Professor of Nursing and included nursing and medical faculty, faculty from business, a research assistant and a research nurse, trained in the methods of qualitative data collection. In order to ensure that the data collection procedures were consistently applied, the research nurse and one nursing faculty team member conducted the interviews and focus group discussions, one acting as moderator and one as observer. Each interview and focus group were audio recorded. The interviews and focus groups (FG) were conducted according to a standardised topic guide, which directed participants to discuss the participants' experiences of clinical and related policies and practices, including the factors that enabled or impeded effective handover. Restricting the data collectors to two members of the project team ensured that data saturation was identified.
| Data handling and analysis
We treated all the transcripts as a single data set, and data were analysed using a method of directed content analysis, which adheres to a naturalistic paradigm (Hsieh & Shannon, 2005) .
According to Hsieh and Shannon (2005, pp. 1281) , the goal of the directed approach to content analysis is to "validate or extend conceptually a theoretical framework or theory" and, in this regard, existing research can help to focus the research question. Hence, by using existing theory or prior research evidence, key concepts or variables can be identified as initial coding categories in the data handling process. As there is already a substantial body of prior empirical evidence on clinical handover practices, the aim of our analysis was to extend existing knowledge using textual descriptions of practices, as narrated through practitioner accounts of their experiences and perspectives. This incremental process therefore involved finding and naming initial coding categories and then analysing the data transcripts to identify instances that represented the coding categories. Using the predetermined categories, we then coded passages that exemplified the categories and we revised and refined the initial coding scheme, or otherwise developed new code names where the data did not fit. Two of the study authors (GF, EM) named the initial coding categories and then arranged the codes into categories and themes. We presented the findings as a narrative synthesis with exemplary data extracts. This form of a priori analysis meant that the data were not analysed from a naïve stance; rather the focus was on uncovering supporting and nonsupporting evidence of prior research in the data (Hsieh & Shannon, 2005 ). Since we purposively sampled across multiple sites and multiple professional grades, some recurring code and category patterns became evident, indicating early data saturation in some instances.
| Ethical considerations
We subjected the data collection protocols for all elements of the study, including the procedures for obtaining consent, data collection and storage and reporting, to full ethical review by the first author's institutional review board, and the study was approved (LS-15-15-Author name). 
| FINDINGS
The data collection generated a substantial amount of rich qualitative data and data handling yielded five categories from which two broad themes were evident in the data ( Figure 1 ). The categories and themes represented the participants' accounts of their own clinical handover practices, including their views on handover policy and on factors that enabled or impeded handover effectiveness.
| Theme 1: handover policy and practice
Two dimensions of handover policy and practice gave rise to two category labels: "policy and training" and "routine practice"; together, they describe the participants' accounts of local policy and the self-reported handover practices of medical and nursing staff. The nature and content of formal training in clinical handover and the use of handover tools were described in the present study.
| Policy and training: awareness of institutional-level policies and protocols and interdisciplinary training
For instance, discussions emerged regarding training in the use of ISBAR for escalation of care, but that there was no direct education or training on how to carry out clinical handover. Only two of the participants, a microbiologist and a physiotherapist, reported that they had received formal training arrangements in clinical handover.
The microbiologist described how "every new person that comes to the lab, whether they are a medical scientist or doctor, has to do their training" (Microbiologist, interview). Oncoming on-call teams appeared to receive information on handovers within a short timeframe, for instance, "<5 min," "5-10 min,"
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"roughly 10 min" and "10-15 min." One intern described the length of handover as being influenced by individual patients, for example, of what had previously happened on the outgoing shift, whereas for others, handover was more concerned with previewing the patients' needs prospectively, such as "the basic things that needed to be done during the night" (CNM1, FG).
The duration of handover was determined by the content of information transferred, and this could vary greatly depending on local practice, for example, from "15 min"-"up to an hour sometimes." The function of the handover often dictated the location and the physical layout of the clinical department also influenced where handover occurred. The nurses' station was mentioned by several participants as the typical location for handover, while others mentioned the ward office, "the staff room." or the "the handover room."
| Routine practices: tools and supports
A number of participants, including nurses, doctors and other healthcare professionals, described the tools and supports that they often used to supplement verbal clinical handover, such as documentary and electronic supports. The use of a whiteboard was outlined by some nursing participants to describe the means through which information is updated for the multidisciplinary team, while also serving as a meeting point for having "an update of what is going on" (CNM, FG). Other bespoke documentary supports were referred to as the "handover sheet" and "structured handover sheets." A clinical nurse specialist (CNS) described how "a lot of our communication is through the phone or through email or text message."
The six medical interns who took part in the study spoke of how updates were often written in the patient's notes and that this functioned as a key means through which important handover information was communicated, such as changes in treatment and care plans. They remarked that these were "read through completely by every doctor." Medical notes also functioned as a medium for com- 
| Theme 2: handover effectiveness
This theme describes the participants' perspectives on the effectiveness of clinical handover with reference to experiences of the factors that threaten effectiveness, and it includes participants' suggestions for improving effectiveness. There are two categories within this theme: "threats to handover effectiveness" and "facilitators of handover effectiveness."
| Threats to handover effectiveness: Adverse impact of location, insufficient duration and interruptions
Nurses discussed the duration of the duty shift handover as a barrier to its effectiveness. Similarly, the constraint of being "pressed for time" was considered an impediment to effective handover by one Consultant Surgeon, whereas, one surgical registrar argued that a lack of a structured, electronic procedure to support handover was problematic and would eliminate the need for "these … little notes that people are taking themselves."
Avoidable interruptions during nursing duty shift handovers were discussed by numerous participants and a Director of Nursing remarked that superfluous conversations affected the ability to take on information: Incomplete nursing documentation also acted as a barrier to handover effectiveness and a clinical nurse manager noted that: "if the nursing care plans aren't updated and aren't accurately portraying the condition of the patient, then you are not going to be able to handover properly from them" (CNM 2, FG). A second clinical nurse manager posited that handover content should focus on prospective planning in order to increase effectiveness, rather than a retrospective review of events: "It is constantly retrospective, there is no forward planning in the handover" (CNM 2, FG).
Limited interdisciplinary communication was also argued as being a threat to handover effectiveness. For example, a CNM commented that medical and nursing staff "speak different languages." A radiographer argued that "the biggest limiting factor to handover effectiveness is not understanding why it is necessary," whereas a physiotherapist spoke of "trying to pull information out of people" (Physiotherapist, Interview).
Trust in the other team members can lead to the assumption that adequate and pertinent information is being communicated and this was remarked upon by three medical participants. Mutual trust within a team lessened the need for a formal handover process and dictated the content and conduct of handover, as one surgical registrar commented: "If it is just an informal handover between a team that know each other well [and so] it probably doesn't need to be formalised and structured."
| Facilitators of effective handover: Protected time, documentation and checklists
Participants outlined solutions to tackle the barriers to effective handover, such as appropriate time management as a means to more effective handover. Ensuring that duty shift clinical handover was "short and concise" was viewed as key to avoiding interruptions: concise, no talk … [and] give the information"
(CNM 2, Interview). Medical staff argued for protected time to foster interruption-free handovers: "Ideally it needs to be protected without interruption because that is when mistakes get made" (ED Consultant, Interview).
The utilisation of well-maintained documentation was posited as a way to ensure that information transfer could focus on essential information which would reduce overlong duty shift handovers. A CNM argued that "nursing documentation doesn't lend to a good FEALY ET AL.
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handover" and recommended that this should be addressed: "I think if you are looking at handover are you purely putting a sticking plaster over a bigger problem, that is documentation" (CNM 3, Interview). A physiotherapist also argued that the standardised written referral form was not clear in its design: "They don't really identify what they want us to do. So the problem is in the form itself" (Physiotherapist, Interview).
A structured proforma was suggested by some participants as a way to support clinical handover, and many medical and nursing participants endorsed the use of ISBAR tool: "ISBAR is good"; "ISBAR is effective"; "[ISBAR is] the place to go"; and "[ISBAR is a way of] homing in on exactly what you want to home in on"; however, despite these endorsements, few reported using it. A CNS remarked that ISBAR promoted patient safety because "it is not rushed, it is very structured, it just makes more sense, it is safer" (CNS, Interview). A readily accessible IT system was deemed a facilitator of effective handover and critical for promoting interdisciplinary collaboration. One radiographer described an electronic system for radiology that offered a "huge degree of functionality" as it allowed numerous staff to follow the patient's progress through the radiology service.
| DISCUSSION
This study was conducted to develop an evidence base to inform the development of a national clinical guideline on clinical handover for use in acute care services in Ireland and sought to describe clinical handover practices through practitioners' own accounts. Poor clinical handover can result in avoidable errors and adverse patient events and, thus, it is essential that healthcare organisations have clear operating procedures for handovers (Siemsen et al., 2012) and provide staff education on the role of information transfer in patient safety (Sharit, McCane, Thevenin, & Barach, 2008) . This study indicates evidence of a lack of a consistent or systematic approach to handover policy or practice, including training, across a range of acute healthcare settings in Ireland. A study of clinical handover practises in Ireland's maternity services revealed a similar general absence of institutional policy and training on clinical handover (Fealy et al., 2016) . Duty shift handovers should be facilitated at an organisational level through planned overlapping shifts, as recommended by key official bodies (British Medical Association, 2004; New South Wales Department of Health, 2010) . The present study suggests that nursing duty shift handovers are a routine task, generally involving information transfer on all patients, whereas routine medical handovers from the outoging to the oncoming on-call team typically involve information transfer on selected patients only. The highly routinised approach to clinical handover among nursing staff has become institutionalised in modern hospitals and is, in part, determined by disciplinary culture, but also by a tendency to work through pragmatic rituals that are seen as essential to ensuring effective working (Rytterström, Unosson, & Arman, 2011) . Moreover, the routine practice of duty shift clinical handover is rendered meaningful when it is in consistent with the cultural pattern on which the nursing work is based (Rytterström et al., 2011) . The medical routine in clinical handover is also pragmatic in its purpose and related, in part, to the large number of patients that each on-call medical team is responsible for. Additionally, the evidence indicates that medical handover among junior staff can be somewhat opportunistic and expedient, occurring in, for instance, medical residences.
Standardised checklists can ensure that pertinent clinical information is communicated effectively (Berkenstadt et al., 2008; Graan, Botti, Wood, & Redley, 2016; Weiss, Bhanji, Fontela, & Razack, 2013) , and the study findings indicate that some clinical departments used standardised checklists to supplement clinical handover, particularly for between-unit transfers. Evidence also recommends topic-standardisation tools to ensure handover is consistent, and the information transferred is clear and of high-quality (Marshall, Flanagan, & Harrison, 2009; Thompson et al., 2011) ; however, while some study participants reported the use of ISBAR in limited circumstances, for the most part, clinical handovers did not incorporate topic-standardisation tools such as ISBAR. However, a member of a laboratory staff appeared to insist on a standardised communication protocol.
Interruptions during handover ware widely reported as a common barrier to effective handover (Siemsen et al., 2012; Smith, Pope, Goodwin, & Mort, 2008 Handover effectiveness may be impacted by ambiguity as to when responsibility for patients is transferred (Bost, Crilly, Patterson, & Chaboyer, 2012) . Nursing participants in the present study acknowledged that duty shift handover plays a key role in information transfer; however, only one nurse referred to the transfer of responsibility and accountability function of handover. The effectiveness of nursing handover styles on the continuity of information during clinical handover remains unclear, given the paucity of evidence in this area (Smeulers, Lucas, & Vermeulen, 2014) . Medical handovers tend to focus more on transferring information related to prospective treatment plans and specific tasks to be completed and therefore inferred transfer of responsibility.
Staff relationships and interactions can be influenced by the working environment (Grobman et al., 2011) which can affect how healthcare professionals perceive the role of clinical handover. Junior medical staff saw handover as a way of ensuring that information transfer included key tasks to be performed by the oncoming team, whereas more senior medical participants saw good intrateam relationships, with mutual trust and reliance, as key to successful information transfer and on that basis, appeared to eschew standardised formats.
| Limitations
As the study data were generated from a purposive sample at a single point in time, the main limitation is the fact that the findings may not be generalisable to the wider population of healthcare professionals in acute care services.
| CONCLUSIONS
This study confirms findings from international studies conducted in the early 2000s on the adverse impact of location, duration and extraneous interruptions on handover effectiveness as active problems in Irish health care a decade later. In parallel, many healthcare staff interviewed in this study appeared to be unaware of institutional-level policy, protocols or training in acute handover, while good practices were reported at the level of local clinical departments. In keeping with this, medical and nursing handovers are reported as being discrete and parallel events, conducted for somewhat different purposes and in different circumstances. We conclude that the practice of clinical handover in Irish healthcare is not systematic, institutionally led or protocol driven, a finding that is consistent with evidence elsewhere and which is at variance with bestpractice evidence from the international literature.
| RELEVAN CE TO CLINICAL PRACTICE
With respect to patient safety, clinical handover is a high-risk activity and may not be afforded the prominence in organisational-level policies or operating procedures that it otherwise warrants. The findings from the present study, in conjunction with a systematic review of literature and expert opinion, have informed the development of a national clinical guideline on clinical handover.
